THE PAST 20 years have been one of the most spectacular periods in the long history of medicine. During these years, advances in medicine and especially in cardiology have been rapid, dramatic and, I believe, of great benefit to our patients.
But these advances have come with great expense (table 1). In 1965 health care expenditures amounted to a total of 6% of the gross national product (GNP), with private funds accounting for 75% of the total and public funds for 25%. The total expenditure was $39 billion. By 1981 the total figure had risen to 9.8% of the GNP, with public funds accounting for 42% of the total and 4.2% of the GNPnearly triple that of 1965. The total cost was $320 billion.L 2 This rapid increase in the percentage of our total national product has become a cause of great concern, not only to the leaders of the health care industry, including those in health care insurance and organized medical and hospital groups, but also to consumers, large industries, and, belatedly, individual physicians.
My personal beliefs and assumptions regarding this problem of accelerating health care costs with respect to American cardiology are as follows: (1) Funds are finite; the rate of growth of expenditures cannot be sustained. (2) Modern cardiovascular care in the United States, is superb, of high quality and accessibility.
(3) However, it is inefficient, with some excessive and inappropriate utilization. (4) Some costs are excessive, including some charges for cardiovascular diagnostic and therapeutic procedures.
I have no choice but to accept the view that the rate of increase of health care expenditures is excessivealthough I do not believe that 10% of GNP for health care costs is excessive, or even necessarily sufficient. However, I am greatly opposed to the inefficient or inappropriate utilization of our natural resources for health care, as I am for their inappropriate utilization by the military or legal professions. I will focus pri-marily on the last two of the assumptions, that there is significant inappropriate utilization of facilities and procedures and that the charges for some professional services may be excessive, with the view that both areas of medical costs may be reduced significantly without impairment of the quality of care.
There are three major causes for the rapidly accelerating cost of medical care (table 2) -first, increased demand, which has several components, including in large measure government and private health insurance, paying on a cost-plus basis. But special note must be made of the immense importance of our expanding and aging population.3 Those over the age of 65 years now account for 1 1% of the total population, twice the percentage of 20 years ago and expanding at a rapid rate. This 1 1% of the population accounts for more than 25% of all health care expenditureshalf of this in the last 6 months of their lives. 4 One of the most difficult, challenging, and frustrating aspects of the current practice of medicine is the appropriate management of this segment of our population. This enormously complex and highly sensitive issue demands greatly expanded natural attention and the sooner the better.
Increased survival of patients with previously lethal illness, such as those with end-stage renal or cardiac diseasethanks to long-term dialysis, organ transplants, cardiac and vascular surgery, cancer chemotherapy, and improved medical care in generalmakes for greatly increased utilization of services. This increased demand, coupled with increased servicesnew diagnostic and therapeutic measures, more physicians, more hospitals, and greatly increased numbers of sophisticated emergency roomsall contribute to the increased utilization. According to several economists, general inflation has accounted for half of all increased costs, and there is an extra 10% inflation that is peculiar to medicine; together they add up to the uncontrolled rate of health care costs that we face today. One of the primary questions in control of health care costs concerns the rate of utilization of these various diagnostic and therapeutic procedures and technologies. Is the system being materially overutilized by the consumer, the physician, or both?
Many thoughtful people, both within the medical profession and without, are convinced that there is indeed major overutili7ation and that if this aspect of medical care could be controlled, major savings would be effected without loss of the quality of care and without witholding new technologies.596 One possible cause for overutilization of procedures and facilities by the physician relates to physician self-interest.
There is the possibility of a conflict of interest in any human interaction. In medicine the potential for abuse is extraordinary because of the peculiar dependence of the patient on his physician. The patient believes that his life and health may be in immediate jeopardy in many instances, and in his fear and bewilderment he is likely to accept any advice or recommendation his physician gives him, without question, regardless of the price in dollars or personal safety that is involved. This relationship is also extraordinary in that the physi- TABLE 2 cian who gives the advice relative to the need for such a procedure is also in many instances the individual who carries out the procedure and benefits most directly from it in terms of both intellectual satisfaction and financial rewards.
The introduction of third-party systems for the payment of medical costs has enormously magnified the possibility for overutilization of medical procedures. In this extraordinary arrangement, the primary consumer, the patient, is in the position of wanting the best for himself, and the seller, the physician, is in the enviable position of having a most willing client who does not ask the price. The ultimate buyer, of course, is the public paying for the insurance, but having no voice in the decision to buy a particular service nor entering into a discussion of its cost. Obviously overutilization in this setting is highly likely.
The dilemma of the physician. The physician himself is very much aware of conflicts of interest. The horns of the dilemma on which he all too often finds himself are the "need for the procedure" already mentioned on the one hand and the possibility of bias introduced by the conflicts of interest just discussed. The difficulty of the physician as he struggles to find the proper course between overutilization and underutilization of the various tests and procedures is especially difficult in cardiology. Here, the ever-present threat of sudden death or crippling loss of ventricular muscle via acute myocardial infarction adds a terrible urgency to the decision-making process in many cases.
It is natural for the physician to blame himself if such catastrophe involves one of the patients who has entrusted his life and health to the physician's care. If the physician has not made the correct diagnosis or has not correctly assessed the hazards of the disease because of failure to order or to conduct a relatively simple and only moderately expensive procedure, the burden of guilt becomes heavier still. The strong tendency for a physician after such catastrophes is to change his policies to avoid a repetition of such disaster. Clearly, these are complex and difficult issues, but issues that need to be faced squarely and dispassionately to examine some of the dimensions of this problem as it relates to the practice of cardiology in the 1980s.
The magnitude of the problem. The magnitude of the cardiovascular problem in the United States is summarized in table 3. In 1982 there were 700,000 admissions to hospitals for heart attacks alone; 19% of all admissions to acute hospitals that year were due to heart attack. * The direct cost of heart and circulatory disease of $38 billion represents 8.5% of the $322 billion annual health care expenditure. These large sums indicate that we in cardiology have the opportunity to effect major savings through our own activities.
In further analysis, we may examine the cost and utilization of several of the most common cardiovascular procedures, first, cardiac catheterization. As shown in table 4, in 1980 there was significant regional variation in the utilization of such laboratories, with the fewest procedures done in New England (171 catheterizations per 100,000 population per year) and the most done in the central states (247 per 100,000 population per year). The total number of such procedures is nearly 450,000 per year.7 If the cost is $2600 per procedure, i.e., hospitalization for 2 days at $400 per day, laboratory fee of $1000, and professional fee of $800 -all conservative estimatesthen total cost per year for coronary arteriography is $1.17 billion.
A similar review of "open heart" operations indicates that in 1980 they were carried out in 605 hospitals in the United States.t A substantial regional variation Table 6 lists charges and utilization rates in 1983 for some of the more common cardiovascular procedures at my own institution, a 400-bed general hospital with an active medical and surgical cardiovascular program. There were more than 10,000 electrocardiograms performed at $40 each, including physician's fee of $9 for interpretation. Treadmill exercise testing cost approximately $220 per test, with the cardiologist's fee of $45.00 for supervision and interpretation, although the national prevailing fee (Blue Cross/Blue Shield) for professional supervision and interpretation was slightly more than $100. More than 1500 of these tests were carried out in our hospital in 1982, with approximately 1700 such tests in 1983. Since these tests are done in much smaller hospitals and in many private offices, it is difficult to estimate accurately the total number that are carried out each year in the United States. Table 7 shows that the charges of my institu- tion are in line with those prevailing in southeast Texas. Table 8 confirms that the charges in other regions are generally similar to those of south Texas. It is probable that between five and 10 of these tests are done for every coronary arteriogram that is carried out. Data that I have already shown indicate that approximately 450,000 catheterizations are done each year. This means that around 4 million treadmill electrocardiographic tests are done each year. At a unit cost of $200, the annual expenditure for treadmill tests alone will be around $800 million per year, with the physician's fee constituting between one-fourth and onehalf of this cost, or between $200 and $400 million dollars.
When other common procedures are considered, the total annual charges for cardiovascular procedures alone, not counting professional consultations as daily care or hospital charges other than the special laboratory fees indicated, is in excess of $3.6 million per year. One point that I wish to make is apparent: cardiovascular procedures are both expensive and heavily utilized, and professional fees make up a very substantial portion of their expense. Since there are many factors tending to promote overutilization, it seems absolutely necessary that we as physicians and cardiologists consider carefully and without delay the most appropriate ways to decrease such overutilization without withholding truly indicated procedures from our patients. Furthermore, we should critically examine the current fee structure. The professional fees for the invasive procedures of cardiac catheterization and pacemaker implantation appear to be excessive relative to the amount of time and training required, and especially in comparison with the professional fee for consultation, including history and physical examination. I believe it is entirely appropriate for the relevant professional societies, including the American Medical Association, the American College of Physicians, the Council on Clinical Cardiology, and the American College of Cardiology to derive "relative" value tables that would form the basis for appropriate and fair professional fees. It must be recognized that although there is sure to be resistance to such relative value scales, the problem is of such magnitude and importance as to demand our immediate attention.
Recommendations. After considering the magnitude of the problem and its components, and after a limited review of the rapidly increasing volume of literature bearing on this problem, the following principles of containment of health care cost seem worthy of consideration, not only to patients with heart disease but to all sectors of American medicine: (1) Develop some element of consumer responsibility.
Require some copayment for all servicesfirst dollar, last dollar, according to means of patient. (2) Restructure third-party payment for physicians' fees to deemphasize "procedural care," medical and surgical, to a more realistic level. (3) Increase physician awareness of all relevant aspects of health care costs generated by his actions: A one-page summary of the hospitalization charges for each patient (including professional charges for all hospital-based physicians) comparing these charges to the median for hospital and region should be provided at discharge; Laboratory and x-ray report forms showing total charge and professional component; Professional bonuses (e.g., additional admitting privileges) for efficient physicians. (4) Develop accurate cost accounting for hospital and outpatient services so that charges accurately reflect costs and feedback is meaningful. (5) Develop clear guidelines and, when necessary, appropriate legislation for optimal care of the terminally ill: Foster better physician support of nursing homes and home care; give financial incentive to these efforts.
